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10. SUBJECT OF AMENDMENT: 

The Departmentof Social Services previously submittedSPA 02- 17, approved August15,2002, that 
eliminated optional dental coverage for adults, exceptfor:dentures and services relatedto treatment of 
trauma, effective July.1,2002. On August 21 2002a Circuit Court judge in St. Louis count^ stopped
DSS from implementin the reduct ion the dental program. For the s&e of clarity while D .S re-evaluates 
its position regarding aadult dental services, we believe itis most appropriateto return the servicesof the adult 
dental programto those services that were covered on June30,2085. 
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10. Dental Services 

Dental services as medically indicated are covered for, but not limitedto: restorations (limited to 
silicate cement, amalgam, acrylic or composite filling); extractions; surgical prophylaxis (limited to 
one in a six-month period); fixed permanent crowns (limited to resin, stainless steel for all recipients; 
porcelain, high noblemetal, noble metal limited to recipients under 21 years old with prior 
authorization); oral examinations (limited to three in a twelvemonth period in a nursing home); and 
permanent full or partial dentures. Fluoride treatments are a covered servicefor all recipients. 
However, fluoride treatments for recipients age twenty-one (21) andover are limited tocertain 
conditions. Date of service i s  date services are receivedor date of placement in case of dentures, 
full or partial. 

All dentures, including fulland partial, initial or replacement, require Prior Authorization be 
secured before the service is provided. 

All full dentures and certain partial dentures are covered. Orthodontic services, specific tests, 
laboratory procedures, bridges and certain overdentures are covered services only for recipients 
under 21 years old when prior authorized. 

11.a.,b.,c. PhysicalTherapy and RelatedServices 

Physical therapy, occupational therapy, and speech, language or hearing pathology or disorders 
are not provided and reimbursed as separate, independent practitioner services. 
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12.b.Dentures 

All dentures, including fulland partial, immediate or replacement, require Prior Authorization be 
secured before the service is provided. 

Replacement dentureswill be approved in cases where the dentures no longer fit properly due to 
significant weight loss as a result of illness or a loss of bone or tissue due to Some form of neoplasm 
and/or surgical procedure. Dentures will also be approvedwhen the dentures no longer fit or 
function properly due to normal wear and/or deterioration resulting from use over an extended 
period oftime. 

A denture reline is covered during the 12 monthperiod following the immediate placement of 
dentures. When necessary, another reline is covered after twelve (12) months following the 
placement of immediate dentures. Denture relines and denture rebases are not covered within 
twelve (12) months of placement of replacement dentures. Denture reline and denture rebase are 
further limited toonce within three (3) years of the date of the last preceding reline orrebase. 

12.c.ProstheticDevices 

Prosthetic and orthotic devices, non-sterile ostomy supplies, oxygen, respiratory equipment, 
wheelchairs, hospital beds, Home Parenteral Nutrition and related supplies, and medically 
necessary items of miscellaneous durable medical equipment are covered and provided through 
the Missouri Medicaid Durable Medical Equipment Program. 

Prior authorization is required for certain orthotic and prosthetic devices, as well as the purchase 
and/or rental of all HPN services, electric wheelchairs, custom wheelchairs, electric hospital beds 
and back-up ventilators. 

An Oxygen and Respiratory Equipment Medical Justification (OREMJ)form is required for the 
purchase and/or rental of most oxygen and respiratoryequipment services. 

A Medical Necessity form is required for the majority of orthotic and prosthetic devices. The form is 
also required for all wheelchairs other than electric or custom, manual hospital beds, and 
miscellaneous itemsof durable medical equipment such as walkers, crutches and commodes. 

Hearing aids and related services are coveredthrough the Hearing Aid Program. Prior to the 
dispensing of an aid, all recipients are required to have amedical ear examination for pathology or 
disease by a physician to determine if the recipient is  a candidate for an aid. Hearing aids and 
related testing procedures arelimited toone series every four (4) years. However, exceptions may 
be made if prior authorized for the following: 
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